ABSTRACT
seems to be an increase in the demand by mothers for a less technological medicalised birthing experience. There is furthermore an increase in the number of women who are beginning to express a preference for deliveries with a private midwife. In South Africa the trend back towards delivering with a private midwife is relatively recent and the field of private practising (independent) midwives a growing one. Research pertaining to this topic has been carried out in the United
 (Robertson, 1988:2 
INTRODUCTION, BACKGROUND AND PROBLEM STATEMENT
During the last decade the process of childbirth has undergone many changes in South Africa. Most women currently give birth in the hospital under the supervision of a medical practitioner (Nolte, 1998:9) because they belong to a medical aid scheme which enables them to consult an obstetrician for their delivery. Due to this fact, a large number of deliveries take place in a hospital setting, be it private or provincial. Similarly, the majority of women in the United States of America (USA) deliver in the hospital with a physician attendant (HowellWhite, 1999:61) . When a woman is asked about her birth experience, two commonly asked questions are:
Who was your doctor? and What hospital did you deliver in? The underlying presumption is that women give birth in the hospital with an obstetrician. Factors contributing to this phenomenon include statistics showing that hospital deliveries are safer, public demand for hospital deliveries due to cultural norms and family influences (Nolte, 1998:9; Howell-White, 1999:61) and the fact that for many women the choice of provider or setting does not really exist. In a research study conducted by Chalmers (1990) it was found that none of the mothers in the sample group requested the assistance of a private midwife during their delivery. The sample group expressed an overwhelming preference towards a delivery in a hospital, which was conducted by either a doctor or midwife. It would thus seem that women take it for granted that their babies will be born in a hospital with an obstetrician because he offered them a "safe" and "painless" birth experience (HowellWhite, 1999:61) Research undertaken in South Africa (Du Plessis, 1991) with regard to women's experience of childbirth in a hospital while under the care of a medical practitioner found that they were dissatisfied with their birthing experience and felt disempowered. They felt a loss of control during the labour process, experienced a sense of abandonment and lack of involvement. The atmosphere was sterile, cold, impersonal and hostile, with a lack of privacy (Du Plessis, 1991:27; Kritzinger, 1996:315) . During the labour, contact with the medical practitioner was predictable: the mothers felt that the physician related to them more on a professional level rather than a personal one. These findings are echoed by Kirkham (2000:39-42 ). These researchers found that mothers experienced a loss of identity when they became part of a system rather than being treated as an individual and were excluded from the decision-making process.
The above-mentioned factors resulted in the mothers feeling angry, resentful and bitter with regard to their birthing experience. They were left feeling that the birth was not their achievement but rather that of the doctor (Wesson, 1998:1) . Because most births are medically managed, women often feel that they are given very little choice over where, with whom and how to give birth. They are led to believe that they need to be rescued and cannot cope with natural birth (Hanrahan, 2004:22) . Michael Odent (1994 Odent ( :2005 found that many women who came to his active birth unit had experienced trouble with previous labours and births. Some were extremely upset and worried and others had been considered "special" or difficult cases. The routine use of technology during deliveries shifts the power from the mother to those in control of the technology. This results in the mother feeling that she is being medically managed (England & Horowitz, 1998:110) Different modern approaches to childbirth have developed all over the world, essentially in response to the progressive medicalisation of birth with an increase in the number of home deliveries by a midwife (Robertson, 1988:2) .
In contrast to South Africa, extensive research has been conducted in the USA, the United Kingdom (UK) and the Netherlands with regard to deliveries conducted by private midwives. These studies have indicated a positive experience by the labouring mother. However, studies of women's preferences are primarily composed of small and retrospective studies focusing on only a limited number of potential influences on the woman's birthing experience (Annandale, 1988 in Howell-White, 1999 .
In South Africa the trend back towards delivering with a private midwife is relatively recent, and the field of private practicing (independent) midwives is a growing one (Nolte, 1998:9) . Due to this fact minimal documented research is available. Statistics with regard to the num- 
PURPOSE OF THE STUDY
The purpose of this research study was to explore and describe the experiences of women related to their exposure of birthing with a private midwife. This allows recommendations to be made with regard to the practice of private midwifery in South Africa. The private midwives can use these guidelines to improve their practice and contribute to a better birthing experience.
RESEARCH DESIGN AND METHOD
A qualitative, descriptive, explorative and contextual research design was utilised to conduct this research (Creswell, 1994:162; Mouton & Marais, 1996:103-169) .
The focus was to obtain information that would facilitate understanding of the women's experiences of labour while under the care of a private midwife in a midwife obstetric unit. A qualitative design was used where the phenomenological method was employed.
POPULATION
The population consisted of all women who delivered with a private midwife in a midwife obstetric unit, regardless of parity or gravity. The participants in Phase 1 delivered in four (4) different midwife obstetric units whilst the participants in Phase 2 delivered with four (4) midwives in a group-practice. The labouring women were supported by either the husband or partner.
SAMPLING
Purposeful, convenient sampling (Burns & Grove, 1999:475) was done where the researcher consciously selected certain subjects from a midwife obstetric unit in Gauteng.
In Phase 1 of the study the sample consisted of analyses of 47 naïve sketches written by mothers who delivered under the care of a private midwife. Eight (8) mothers participated in the unstructured interviews after the naïve sketches were analysed.
The naïve sketches and participants were obtained from seven (7) midwives in Gauteng who were willing to participate in the study. They were all registered midwives who have worked in a private practice for more than two years, and were qualified in advanced midwifery.
In Phase 2 of the study 73 naïve sketches were analysed. Five (5) mothers participated in a focus group after conclusion of Phase 2. In this phase, four (4) midwives from a group-practice acted as the private midwives.
DATA COLLECTION
The collection and analysis of data was implemented and divided into two phases: 
DATA ANALYSIS
Tesch's descriptive method (Creswell, 1994:154-156) was used to analyse the data. All data collected were analysed by the researcher. This included reading through the transcripts and naïve sketches to get an idea of what was being said. The information was then analysed to identify meanings/themes. Data were clustered into relevant themes.
An independent coder experienced in the field of qualitative research analysed the data separately from the researcher. The researcher and coder engaged in a consensus discussion where the central themes were identified and discussed.
A thorough literature study was preformed according to Morse and Field (1996:106) in order to try and describe the phenomena as seen by others. Books relating to the research topic, relevant research material and newspaper articles were utilised. Guidelines were discussed and formulated.
TRUSTWORTHINESS
Lincoln and Guba's measures to ensure trustworthiness were applied (Lincoln & Guba, 1985:290-327) . The strategies that were followed are:
Credibility -this was achieved by extended exposure in this particular field, keeping field notes, triangulation of the data and by conducting a literature control and using findings from similar studies Transferability -this was achieved by conducting a literature control, the use of purposive sampling and through a dense description of the methodology used to conduct this study.
Dependability -this was achieved through a dense description of the data and the use of a coder when extracting themes and subthemes.
Confirmability -this was achieved by ensuring an audit of the entire research process.
During the interviews no pre-determined list of questions were used, so as to prevent prompting of the participant. The participant determined the content as well as the direction of the interview. All interviews were conducted by the researcher.
ETHICAL MEASURES
Ethical measures were adhered to throughout the du- Table 1 presents a brief summary of the themes and sub-themes that surfaced during the study into women's experiences of a vaginal delivery conducted by a private midwife.
RESULTS AND DISCUSSION THEREOF
Two main themes were extracted. They were that a therapeutic relationship developed with the midwife, but at the same time they had unrealistic expectations with regard to the birthing process.
These two themes were further divided into subthemes which will be discussed with regards to the research findings and will be verified by means of a literature control. All information will be supported by direct quotes obtained from the data collected during the in- The power or control that the mother experienced with regard to the birthing process was based on the external or environmental factors she could control: she could change and choose her birthing position and she had the final say in the use of pain mediation. The mother felt empowered, because she was consulted with regard to any decisions that had to be made and felt that between the midwife and the mother was enhanced by the fact that the midwife had time from her; she was (Robertson, 1988 in Robertson, 2005 . "It is recognized that the most powerful help for a woman may come from doing as little as possible" (Fraser & Cooper, 2003:34) .
When the time came for decisions to be made, they
were given all the relevant information and they could then make an informed decision. The midwife did not force her opinion or decision onto them. No intervention was embarked upon without the mother being consulted and the procedure being explained step-by-step: "… they explained exactly what they were doing whilst they were doing it …".
They acknowledged that they needed the expertise and knowledge of the midwife, but that she was unobtrusive, gave them their space and allowed the mother to rely on her own abilities and confidence. "… she sort of respected my space as well, to do as I wanted to do".
"She saw where she could intervene and help, but didn't force it". Kirkham (2000:104) states that it is important for the midwife to know when to stand back and let the mother focus.
To ensure that the mother has a positive birthing experience, it is essential that the midwife relinquishes control to the mother, and only intervenes when the situa- England and Horowitz (1998:204) state that the mother who feels in control of the birth reaches deep inside for whatever it will take to meet the challenge of the contractions.
confirm that a woman's intolerance of labour pain may not be to the pain itself, but to other people's response to it.
Research conducted by Kirkham (2000:46) found that a mother needs a midwife who enables the mother to focus on the birth as a natural process, to decrease fear and promote confidence and trust.
During the interviews, the mother's stated that they felt that the baby wasn't the sole importance of the delivery. They felt that they were seen and treated as indi- In a study by McCourt, Hirst and Page (2000:268-287) women who received one-on-one care described the importance of the availability of the midwife as central to the trust they developed. Fraser and Cooper (2003:34) are of the opinion that midwives will find it easier to respond to individual needs, to comfort and to guide the mother through rough and difficult terrain if they knew and understood the women they were caring for. This can only be achieved if the care for the mother is individualised and personal. A mother quoted a well-known childbirth educator, saying that parenthood is a joint venture and it became the most enriching experience for all. Including her husband in the antenatal classes and the birthing process, made them "feel less than a spare part in an unfamiliar ritual" .
Two fathers added their own quotes to the naïve sketches illustrating their experiences as a family unit.
They both stated that it was a profound experience to listen to the fetal heartbeat, feel the fetal movement and then touching and holding this newborn infant. They felt new respect for the woman. One father wrote "I was so enormous … I started to cry … And I just could not cope". One woman admitted during the interview that she was over-confident because she believed from the brief discussions on pain relieving techniques in the childbirth education classes, that she would be able to cope. England and Horowitz (1998:191) (1998:169) feel that the father should be the guardian of the birth place who needs to be sensitive, calm and assertive to handle some of the situations that can happen. He needs to protect her privacy: "It is disheartening for the mother when her emotional anchor suddenly cuts loose". Odent (2004:21) states that the feeling of being observed is a type of neocortical stimulation, slowing the labour down and changing the way the mothers feel and act. For the mother participating in the study there was a difference between the midwife staying in front of the mother while suturing, and the father observing and watching the procedure.
CONCLUSION
The aim of this study was to better understand and explore the experiences of women who delivered with a private midwife.
The researcher found that women who delivered with a private midwife found it to be a hugely positive experience. They felt that they were in control of their birth and the midwife remained unobtrusive, they felt safe and secure which enabled them to relax and enjoy the birthing process, they felt that they were not rushed because a therapeutic relationship had developed between the mother and midwife, the midwife took time to concentrate on the mother as an individual. The bonding within the family unit was enhanced.
The active birth approach utilised by the midwives seeks to humanise and feminise birth and raises questions about the effects of increasing obstetric intervention at a time when perinatal and maternal mortality statistics have stabilised in the western world (Hofmeyr & Sonnendecker, 1985:473) . The active birth approach carries significant implications for the management of labour, which should statistically-speaking, be an uncomplicated event for the majority of women.
"If the basic needs of labouring women had been recognized half a century ago -the history of childbirth would undoubtedly have taken another direction … The midwives would not have disappeared" (Odent, 2004:22) .
RECOMMENDATIONS
The practising midwife/nursing practitioner needs to be made aware of the themes and subthemes that surfaced as a result of this research into women experience of a vaginal delivery conducted by a midwife. The recommendations will be discussed under three headings. They will be the nature and practice of the nurse practitioner/midwife, education with regard to the midwife/nurse practitioner and suggested areas for additional research.
The practice and nature of the midwife/ nurse practitioner
• The curriculum content of the antenatal classes needs to address the concept of pain and the experience of pain during labour realistically.
The experience of pain is an individual, intimate and subjective area and the midwife cannot generalise that all women will be able to cope/experience pain in the same manner.
• Alternative methods of pain control need to be made accessible to the practicing midwife/ nurse practitioner. This is necessary to enable the mother as well as the midwife to control the pain during labour better. The use of a TENS machine as an alternative to pain control/relief needs to be addressed as well as the compassionate use of drugs and epidural anaesthesia.
• Due to the fact that the mother needs to feel ence. This could have occurred due to the fact that the researcher was unknown to the participants and no long-term relationship could be established. Therefore the experiences of the women who participated in the study cannot be generalised to all women's experience of birth with a private midwife. that she is in control of her labour and delivery, the midwife needs to ensure that the mother has sufficient knowledge. It is therefore the responsibility of the midwife to strive towards empowering the women, especially in antenatal classes, through equipping them with the relevant information, so that the mother can exercise control. This will result in a positive birthing experience by the mother.
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• A bill of rights for the pregnant woman will ensure that the mother's control and authority over her own body is not undermined at any stage during her labour and delivery.
Education with regard to the midwife/ nurse practitioner
• The mothers stated that they felt safe and secure in the care of the midwife because they fully trusted her abilities and level of competence. It is therefore essential that the midwife participates in continuing education. This will also ensure that the practising midwife keeps up to date with current development in the field of midwifery/obstetrics.
• The mothers were able to foster a warm relationship with the midwife because of good communication skills and mutual respect. Interpersonal and communication skills should be emphasised in the midwifery curriculum.
• The inclusion of the father in all aspects of pregnancy and labour should be paramount. The content/information in antenatal classes needs to be designed so that it offers support as well as information to the expecting father.
Suggested fields of additional research
Very little information is available with regard to the fathers and midwife's experience of the labour. It is therefore recommended that further research be conducted into these fields.
LIMITATIONS OF THE STUDY
Birthing is a very personal and individual experience, and some information may have been repressed/omitted with regard to the mother's own personal feeling as a result of the sensitive nature of the birthing experi-
